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Objectives.To assess trends in continuing and new prescriptions for sedative-hypnotic

medications, including benzodiazepines (BZDs) and non-BZD receptor agonists

(nBZRAs).

Methods. Data came from the National Ambulatory Medical Care Survey and com-

prised 287288 randomly sampled patient visits. Physicians reported medications pre-

scribed and whether they were “continuing” or “new” prescriptions. We assessed trends

in continuing BZD, newBZD, continuing nBZRA, and newnBZRAprescriptions from2005

to 2012.

Results. Proportions of visits with continuing prescriptions increased from 3.4% in

2005 to 4.7% in 2012 (P < .01) for BZDs, and from 1.0% to 1.7% (P< .01) for nBZRAs. We

noted no changes in new prescriptions. We observed the same patterns across patient

age and physician specialties, except psychiatry. Despite no growth over time, the

prevalence of visits involving continuing and new BZD and nBZRA prescriptions was

much higher in psychiatry than in primary care and other specialties.

Conclusions. Increased sedative-hypnotic prescribing in recent years may be attrib-

utable to long-term growth in continuing prescriptions, rather than new prescriptions.

Public Health Implications. Findings call for renewed efforts to limit continuing pre-

scribing of sedative-hypnotics to reduce their use in the population. (Am J Public Health.

2016;106:2019–2025. doi:10.2105/AJPH.2016.303382)

Benzodiazepines (BZDs) and non-BZD
receptor agonists (nBZRAs) are part of

the broad group of sedative-hypnotic medi-
cations commonly prescribed for the treat-
ment of insomnia and anxiety disorders. Their
popularity has grown over the past decade1–4

despite ongoing debate regarding the
appropriate use of these drugs.5,6

Research studies highlight the association
of BZD and nBZRA use with adverse health
outcomes,7–9 particularly in older adults,
including falls7 and increased disability.9

Consequently, the US Food and Drug Ad-
ministration (FDA) has approved themajority
of BZDs and nBZRAs10,11 for short-term
use, typically no longer than 2 to 3 weeks.
Although the more extended use of some
nBZRAs has received FDA approval in more
recent years12,13—eszopiclone was approved
for use of up to 6 months in 200412 and the
indications for a controlled release version of

zolpidem were extended from 3 weeks to 6
months in 200713—regulatory and medical
groups continue to discourage physicians
from prescribing BZDs and nBZRAs on
a long-term basis.14–16 This is partly based on
research suggesting that long-term use
of these agents is potentially associated with
lasting cognitive impairment8,17 and wors-
ening psychiatric symptoms,18 among other
adverse outcomes.19

The concerns regarding the potential ad-
verse effects of these medications have led

a number of physician groups and medical
organizations to develop and disseminate
guidelines to discourage their use, especially
in older adults, and to encourage alternative
treatments.14,20 Notably, the American
College of Physicians recently recommended
Cognitive Behavioral Therapy for Insomnia
as the first-line treatment of chronic
insomnia and that the use of sedative-
hypnotics should be added only if this
therapy alone was not effective.21 Never-
theless, the use of BZDs and nBZRAs has
grown in recent years,1–4 and there is some
evidence that the long-term prescribing of
BZDs is common,3 especially for older
adults.3

Although previous studies have examined
trends in the prescription and use of BZDs and
nBZRAs, no studies have examined trends
in new versus continuing prescriptions of
sedative-hypnotic medications. It is not
knownwhether the growth in the prescribing
of these agents is attributable to larger
numbers of continuing prescriptions or of
new prescriptions. A recent study by
Bachhuber et al. found that the median
quantity of BZDs prescribed each year in-
creased from 1996 to 2013, suggesting that
patients were receiving either higher doses or
a greater number of prescriptions each year.1

A study by Olfson et al. using data from the
LifeLink LRx Longitudinal Prescription
database (IMS Health, Danbury, CT) found
that long-term prescribing of BZDs was
particularly common in nonpsychiatric
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settings (e.g., primary care) and also increased
with patient age.3 However, the Olfson et al.
study only used data for 2008 and did not
include prescriptions to those older than 80
years, a group that may be at greatest risk for
adverse health outcomes from long-term
sedative-hypnotic use. Further studies are
needed to assess trends over time, and for
individuals older than 80 years. Furthermore,
the prescribing of nBZRAs is already com-
mon and fast growing.4 Little is known about
trends in repeat and new prescription of these
medications over time.

We assessed trends in continuing and new
prescriptions for sedative-hypnotic medica-
tions between 2005 and 2012, and assessed
differences in these trends by patient age and
physician specialty using data from the Na-
tional Ambulatory Medical Care Survey
(NAMCS). In a previous report using
NAMCS data, we found significant increases
in the prescribing of BZDs and nBZRAs
between 1993 and 2010.4 However, in that
analysis, we did not examine continuing
prescriptions separately from new pre-
scriptions. On the basis of our earlier findings,
we hypothesized that both continuing and
new prescriptions for BZDs and nBZRAs
increased between 2005 and 2012. On the
basis of the findings of Olfson et al.,3 we also
hypothesized that these trends in the con-
tinuing prescription groups for BZDs and
nBZRAs would be more pronounced in
older than younger patients, and in visits to
primary care physicians and other non-
psychiatrist physicians than in visits to
psychiatrists.

METHODS
We used 2005–2012 data from the

NAMCS. The NAMCS is an annual cross-
sectional survey that examines health care
delivery in a nationally representative sample
of ambulatory health care settings in the
United States and is conducted by the Na-
tional Center for Health Statistics (NCHS).22

The NAMCS samples physicians from all
specialties and asks them to report on a ran-
dom selection of patient visits in a random
week; therefore, the unit of observation in
this data set is the patient visit. Information
regarding services and lab tests ordered, re-
imbursements, diagnoses, and medications

prescribed were reported to the NAMCS for
each visit on the basis of medical records. We
included 287 288 patient visits from the
2005–2012 NAMCS in these analyses
(range = 25 665–76 330 per year).

Measures
Medications. The NAMCS records all

prescriptions and over-the-counter drugs that
were “ordered, supplied, administered or
continued” during the patient visit. Between
2005 and 2010, the NAMCS recorded
a maximum of 8 medications; starting in
2011, it increased the number to 10. We
examined only the first 8 medications listed
for all years to make the available data
comparable across years. We included the
following as BZDs: alprazolam, clonazepam,
clorazepate, chlordiazepoxide, diazepam,
estazolam, flurazepam, lorazepam, oxazepam,
temazepam, and triazolam; we included
zolpidem, zaleplon, and eszopiclone as
nBZRAs.

Beginning in the 2005 NAMCS, for each
medication prescribed, a notation was also
made indicating whether the medication was
a “continuing” or “new” medication. For
each medication group (i.e., for BZDs and
nBZRAs separately), we created 2 variables
indicating whether the visit resulted in a new
or continuing prescription. Information on
continuing versus new medication was
missing for 2.4% of BZD and nBZRA pre-
scriptions (2.2% for other specialties, 2.1%
for primary care, and 3.1% for psychiatry); we
did not include these prescriptions in the
analyses.

Patient age. Physicians were asked to report
the age of the patient at the time of the visit. To
be consistent in part with the categorization of
Olfson et al.,3 we identified each visit as in-
cluding patients younger than 18 years, 18 to
35 years, 36 to 50 years, 51 to 64 years, 65 to
80 years, and 81 years and older.

Physician specialty. Physician specialty was
recorded by the NAMCS as listed in the
American Medical Association Master File.
Physicians were asked to confirm this spe-
cialty at study enrollment. For this study, we
categorized physicians as practicing in primary
care (including general or family practice and
internal medicine), psychiatry, or other spe-
cialties (pediatricians, general surgeons,
urologists, etc.).

Analyses
We conducted analyses in 2 stages. First,

we assessed overall trends in the proportion
of visits across the 8-year period that resulted
in continuing and new prescriptions for
BZDs and nBZRAs, respectively, using lo-
gistic regression models; survey year was the
main predictor variable in these models. On
the basis of recommendations from the
NCHS,23 we combined years into 2-year
intervals to improve the stability of our
estimates and numbered them from 1 to 4
(1 = 2005–2006, 2 = 2007–2008, etc.). Ad-
ditionally, to facilitate interpretation of the
resulting odds ratios from the regression
analyses, we transformed this time variable
by subtracting 1 and dividing by 3 (the
number of combined years between 2005–
2012 minus 1), resulting in values between
0 and 1. This enabled us to interpret the odds
ratio as the change in odds of prescribing
across the entire study period. Second, we
repeated these analyses, stratifying them into
separate models according to patient age
as well as the specialty of the physician
(i.e., primary care, other specialty, and
psychiatry).

We conducted analyses in Stata SE ver-
sion 13 (StataCorp LP, College Station, TX)
and used Taylor linearized estimation to ac-
count for the complex sampling design and
weights to make results representative of
office-based physician visits in the United
States. Use of these survey design elements
has been described elsewhere.22

RESULTS
From 2005 to 2012, the proportion of

visits resulting in a BZDprescription increased
from4.1% in the 2005–2006 period to 5.4% in
the 2011–2012 period (odds ratio [OR]=
1.33; 95% confidence interval [CI] = 1.16,
1.52). The proportion of visits for continuing
prescriptions of BZDs increased from 3.4% to
4.7% (OR=1.37; 95% CI= 1.19, 1.58),
whereas there was no significant change
in the proportion of visits with new BZD
prescriptions (OR=1.07; 95% CI= 0.86,
1.34; Table 1). Among age groups, we found
an increasing trend of continuing prescrip-
tion of BZDs for all groups, although this
was not significant for visits by those younger
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than 18 years and those aged 65 to 80 years.
Across physician specialties, we found in-
creases in continuing BZD prescribing for
visits to physicians in primary care and other
specialties, but no change among psychiatrists.
Growth of continued BZD prescribing as
a whole was primarily driven by prescribing
increases in nonpsychiatry specialties (Figure
1). We observed no significant trends in
stratified analyses for new BZD prescriptions
except for a significant decline in prescribing
for visits with patients aged 36 to 50 years.
Despite no changes over the study period, the

prevalence of BZD prescriptions among
psychiatrists was the highest among the spe-
cialties (24.7% for continuing and 2.4% for
new prescriptions over the 2005–2012
period).

Over the study period, the proportion
of visits resulting in an nBZRA prescription
increased from 1.3% in the 2005–2006
period to 2.0% in the 2011–2012 period
(OR=1.45; 95% CI= 1.24, 1.71). Whereas
the proportion of visits with continuing
nBZRA prescriptions increased from 1.0%
to 1.7% over this time (OR=1.65; 95%

CI= 1.38, 1.98), there was no significant
change in the proportion of visits with a new
nBZRA prescription (OR=0.86; 95%
CI= 0.64, 1.17; Table 2). In stratified analyses,
we found increases in continuing nBZRA
prescribing for all age groups older than 36
years, but not in the younger age groups. As
with BZDs, we found increases in continuing
nBZRAs for visits to physicians in primary
care and other specialties, but no change in
visits to psychiatrists. The growth of con-
tinued nBZRA prescribing as a whole was
attributable to prescribing increases in non-
psychiatry specialties (Figure 2). We observed
no significant trends in stratified analyses
for new nBZRA prescriptions. Although we
saw no changes over the study period, the
prevalence of continuing and new nBZRA
prescriptions for psychiatrists was highest
among the specialties (6.7% for continuing
and 1.0% for new prescriptions).

Although the trend in continuing pre-
scriptionwas larger than for new prescriptions
for both BZDs and nBZRAs, the ratio of
continued over new prescriptions grew more
drastically for nBZRAs than for BZDs. For
BZDs, the continuing–new ratio changed
from 5.3 in the 2005–2006 period to 6.2 in
the 2011–2012 period, an almost 17% in-
crease; for nBZRAs, the ratio changed
more than 80%, from 3.0 to 5.5.

As the prevalence of BZD and nBZRA
prescribing was highest among psychia-
trists, we further investigated whether the
increasing trend in visits involving continu-
ing BZD and nBZRA prescriptions was in
part attributable to an increase in the pro-
portion of visits to psychiatrists among
these visit types. Specifically, we examined
time trends in the odds of visits to psychia-
trists among all visits that involved
continuing prescriptions for BZDs and
nBZRAs. For this, we conducted logistic
regression analyses with physician specialty
(psychiatry vs nonpsychiatry) as the out-
come and time as the predictor. The results
of these analyses indicated that between
2005 and 2012, there was a moderately de-
clining albeit not significant change in the
odds of visits to psychiatrists. Among visits
involving continuing BZD prescrip-
tions, 20.0% were to psychiatrists in the
2005–2006 period compared with 18.2%
in the 2011–2012 period (OR=0.87;
95% CI= 0.60, 1.27; P= .48). Similarly,

TABLE 1—Trends in Prescribing Continuing and New Prescriptions for Benzodiazepines:
National Ambulatory Medical Care Survey, United States, 2005–2012

Yearsa

Characteristic of Visit 2005–2006, % 2007–2008, % 2009–2010, % 2011–2012, %
Trend (2005–2012),

ORb (95% CI)

Continuing prescriptions

All visits 3.44 4.10 4.44 4.72 1.37 (1.19, 1.58)

Age, y

< 18 0.20 0.16 0.17 0.28 1.46 (0.71, 3.01)

18–35 2.21 2.52 3.37 3.51 1.67 (1.31, 2.13)

36–50 4.12 5.97 6.29 6.53 1.53 (1.30, 1.81)

51–64 5.29 5.76 6.20 6.64 1.27 (1.06, 1.53)

65–80 4.72 5.13 5.05 5.76 1.20 (0.98, 1.48)

‡ 81 4.56 5.46 6.14 6.56 1.45 (1.16, 1.82)

Physician specialty

Other 1.76 2.20 2.61 2.59 1.47 (1.23, 1.76)

Primary care 4.48 5.43 5.95 6.50 1.46 (1.21, 1.76)

Psychiatry 24.10 25.25 24.13 25.32 1.04 (0.79, 1.38)

New prescriptions

All visits 0.65 0.81 0.66 0.76 1.07 (0.86, 1.34)

Age, y

< 18 0.08 0.05 0.06 0.06 0.79 (0.26, 2.46)

18–35 0.88 0.97 0.95 1.37 1.51 (0.96, 2.38)

36–50 1.03 1.58 0.88 0.89 0.74 (0.55, 1.00)

51–64 0.84 0.94 0.88 1.06 1.22 (0.88, 1.70)

65–80 0.58 0.64 0.67 0.60 1.04 (0.70, 1.56)

‡ 81 0.42 0.63 0.38 0.67 1.33 (0.62, 2.88)

Physician specialty

Other 0.30 0.30 0.33 0.37 1.24 (0.86, 1.78)

Primary care 1.03 1.50 1.13 1.29 1.10 (0.86, 1.42)

Psychiatry 2.97 2.19 1.91 2.64 0.88 (0.54, 1.42)

Note. CI = confidence interval; OR =odds ratio. Benzodiazepines include the following: alprazolam,
clonazepam, clorazepate, chlordiazepoxide, diazepam, estazolam, flurazepam, lorazepam, oxazepam,
temazepam, and triazolam.
aStatistics correspond to the percentage of physicians in a specific year that had prescribed the
respective medication within strata.
bOdds ratios come from logistic regression models and correspond to the difference in odds of being
a prescriber of the respective medication across the entire study period (i.e., 2005–2012).
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18.5% of visits involving continuing nBZRA
prescriptions were to psychiatrists in the
2005–2006 period compared with 14.3% in
the 2011–2012 period (OR=0.72; 95%
CI= 0.42, 1.24;P= .23). Thus, the increasing
trend in continuing prescriptions of BZDs
and nBZRAs cannot be attributed to a larger
proportion of psychiatry visits.

DISCUSSION
To our knowledge, this is the first study to

assess national prescribing trends in con-
tinuing and new prescriptions for sedative-
hypnotic medications. We found that the
prevalence of visits at which a BZD or an
nBZRA was prescribed increased in the
2005–2012 period, consistent with findings
from our study of an earlier period in the
NAMCS4 and those of other investigators.1–3

Furthermore, in the present study we ob-
served that the increasing trend was limited
to continuing prescriptions. Whereas the
prevalence of visits in which these medica-
tions were started (i.e., new prescriptions) did
not increase over the 8-year period of the
study, visits involving continuing pre-
scriptions for BZDs increased by 32% and
those involving continued nBZRA pre-
scriptions increased by 54%. We also found

that between 2005 and 2012, there were
significant increases in the percentage of
visits with continued BZD prescriptions
across patient age and physician specialty
strata, with the exception of psychiatry.
Our findings indicate that the cross-sectional
results reported by Olfson et al. showing
a relatively high prevalence of long-term
BZDuse in nonpsychiatry specialties in 20083

may be attributable to a broader increasing
trend that preceded 2008 and continued
until 2012.

Although the findings regarding temporal
trends were clear, the reasons for the growing
trends in continuing prescription of these
medications remain elusive. Changes in
public and prescriber attitudes toward these
medications and their safety profiles may have
contributed to this trend. During the study
period, there were marketing efforts to pro-
mote the safety of opioid pain medications,
and these efforts may have had “spillover”
effects, creating a sense of safety for the
prescribing of benzodiazepines. Additionally,
at the beginning of our study period, eszo-
piclone and the controlled release version
of zolpidem were approved with indications
for up to 6 months, which may have led to
acceptance of continuing prescribing of
nBZRAs and perhaps BZDs. However, these
potential influences were countered by the

growing recognition of the potential harms
associated with these medications9,17,19,24 and
the growing use of selective serotonin
reuptake inhibitors, which are indicated for
the treatment of anxiety disorders. More
research should examine the impact of these
various factors on the observed trends in BZD
and nBZRA prescriptions, and assess their
impact on continuing prescribing in the years
following 2012.

We found that continued prescribing of
BZDs at visits of the very old (i.e., 81 years
and older) was as prevalent, if not more so, as
continued prescribing to younger groups.
Continued nBZRA prescribing was also
more common in this older age group. These
findings extend those of Olfson et al,3 who
examined ages up to 80 years. We further
found that the proportion of visits involving
continued prescribing of BZDs as well as
nBZRAs significantly grew in the 81-years-
and-older age group between 2005 and 2012.
This finding is concerning in light of the
inclusion of BZDs and, more recently, of
nBZRAs on the Beers Criteria, which
identify medications to be avoided in older
age groups.14With the growing population of
older adults in the United States, it will be
important that long-term prescribing among
older adults is monitored and managed.
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FIGURE 1—Visits Involving Benzodiazepine Prescriptions That Were (a) New and (b) Continuing: National Ambulatory Medical Care Survey,
United States, 2005–2012
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The growth of continued prescriptions
was seen almost exclusively in visits to
practices with nonpsychiatry specialties
(i.e., primary care and other specialties). Al-
though the prevalence of BZDs and nBZRAs
in visits to psychiatrists was quite high, es-
pecially for continued prescribing, these
providers did not contribute to the growing
trends in prescribing these medications over
time. This finding is consistent with other
research indicating that psychotropic pre-
scribing in general has becomemore common
in primary care practices in recent years.25

Efforts have sought to limit the prescribing of

sedative-hypnotics in practices by a variety of
means,15 but in view of the growing pre-
scription trends, continued implementation
and evaluation of these efforts is clearly
needed.

Minimizing long-term prescribing will
require amulticomponent effort that includes
patients, providers, and payers. The opioid
abuse epidemic in recent years has brought
about many efforts to stop long-term opioid
prescribing, including public education
programs26 and the development of state
guidelines.27 These efforts have been some-
what successful at preventing long-term

prescribing of these medications. Lessons
learned from the opioid control efforts may
benefit future efforts aimed at curbing
long-term prescribing of BZDs and nBZRAs.
The New York State triplicate prescribing
program implemented in 1989 is a success-
ful example of such policy initiatives. The
program resulted in an immediate 50% de-
cline in the prescribing of BZDs to patients
previously prescribed BZDs.24

At the same time, it will also be important
to improve access to alternative treatment
options, including safer medications as well as
behavioral treatments. There is some evi-
dence to suggest that efforts to decrease use of
certain medications may unintentionally re-
sult in substitutions with less-safe alternatives.
For example, the exclusion of BZD re-
imbursement following the implementation
ofMedicare Part D in 2006 coincidedwith an
increase in the prescribing of other non-BZD
psychotropic medications (e.g., antidepres-
sants and anxiolytics).28 Regarding sleep
disorders, despite the demonstrated efficacy
of nonpharmacological treatment options
(e.g., sleep hygiene education and cognitive
behavioral therapy for insomnia), there are
few providers trained in their administra-
tion.29 Future efforts should consider offering
training and incentives to encourage the
delivery and dissemination of these promising
treatments.

Limitations
Our study has a number of limitations.

First, data were based on medical records and
some were recorded by nonphysician staff,
making them open to clerical errors. Second,
trends in the prescription of amedication does
not directly translate into trends in the use of
the medication. Patients may not fill the
prescription or not use the medication con-
sistently. Third, some of the “continued”
medications may have been prescribed to be
used “as needed,” in which case the medi-
cation may not have been used continuously.
Fourth, a physician might have marked
a prescription as new when a previous pre-
scription for the same (or similar) medication
had been provided by another physician. If
that is the case, the prevalence of continuing
sedative-hypnotic prescriptions in this study
may have been an underestimate. Fifth, we
could not assess the appropriateness of the

TABLE 2—Trends in Prescribing Continuing and New Prescriptions for Nonbenzodiazepine
Receptor Agonists: National Ambulatory Medical Care Survey, United States, 2005–2012

Yearsa

Characteristic of Visit 2005–2006, % 2007–2008, % 2009–2010, % 2011–2012, %
Trend (2005–2012),

ORb (95% CI)

Continuing prescriptions

All visits 1.00 1.40 1.60 1.71 1.65 (1.38, 1.98)

Age, y

< 18 0.07 0.03 0.02 0.03 0.27 (0.05, 1.56)

18–35 0.61 0.69 0.76 0.86 1.41 (0.88, 2.26)

36–50 1.00 2.08 1.76 2.13 1.74 (1.36, 2.22)

51–64 1.96 2.22 2.87 2.93 1.56 (1.23, 1.97)

65–80 1.22 1.67 2.16 2.24 1.83 (1.37, 2.43)

‡ 81 1.05 1.70 1.64 1.96 1.67 (1.08, 2.57)

Physician specialty

Other 0.61 0.83 0.95 0.92 1.47 (1.10, 1.96)

Primary care 1.18 1.86 2.33 2.57 2.08 (1.65, 2.63)

Psychiatry 6.46 7.04 6.08 7.22 1.07 (0.74, 1.55)

New prescriptions

All visits 0.33 0.37 0.27 0.31 0.86 (0.64, 1.17)

Age, y

< 18 0.01 0.00 0.02 0.00 0.78 (0.09, 6.46)

18–35 0.34 0.36 0.31 0.30 0.85 (0.42, 1.74)

36–50 0.69 0.57 0.32 0.61 0.75 (0.40, 1.40)

51–64 0.38 0.57 0.48 0.47 1.11 (0.63, 1.95)

65–80 0.23 0.38 0.24 0.24 0.88 (0.52, 1.48)

‡ 81 0.27 0.24 0.16 0.09 0.37 (0.12, 1.12)

Physician specialty

Other 0.09 0.12 0.13 0.13 1.37 (0.74, 2.55)

Primary care 0.62 0.70 0.46 0.57 0.82 (0.58, 1.18)

Psychiatry 1.30 1.03 0.79 0.87 0.63 (0.33, 1.23)

Note. CI = confidence interval; OR =odds ratio. Nonbenzodiazepine receptor agonists include zolpidem,
zaleplon, and eszopiclone.
aStatistics correspond to the percentage of physicians in a specific year that had prescribed the
respective medication within strata.
bOdds ratios come from logistic regression models and correspond to the difference in odds of being
a prescriber of the respective medication across the entire study period (i.e., 2005–2012).
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continued prescriptions, because the
NAMCS did not inquire about the indication
for prescribed medications. Although the
NAMCS did collect data on diagnoses at the
visit, only a small proportion of sedative-
hypnotic visits were associated with diagnoses
that could be the target of these prescriptions
(e.g., anxiety disorders, insomnia).4 Finally,
the specific patient instructions for the pre-
scription were not recorded; for example,
information such as how long the medication
was prescribed for, whether the medication
was to be used as needed or on a regular basis,
and the dose was not available.

Public Health Implications
Acknowledging the limitations noted in

the previous section, this study provides ev-
idence for an increasing prevalence of visits
involving continued prescriptions for BZDs
and nBZRAs in the United States. Future
research needs to examine the association of
this practice pattern with long-term use of
these medications and explore society-,
physician-, and patient-level factors driving
these trends. Our findings also highlight the
need for renewed efforts to monitor the
long-term prescribing of sedative-hypnotics
to vulnerable patients—especially older
adults. Part of these efforts could include
disseminating information with guidance on

safe prescribing practices for these medica-
tions through continuing education credits,
classes or seminars, and information packets,
or by reminders or alerts in electronic medical
records warning about prescribing to partic-
ularly vulnerable groups. Provider organiza-
tions with expertise in sleep and anxiety
disorders might also advise and provide re-
sources for physicians in nonpsychiatry spe-
cialties on alternative treatment options
available. More importantly, efforts need to
be made to increase the availability and ap-
propriate use of safer alternative treatments,
including medications (e.g., selective sero-
tonin reuptake inhibitors) and cognitive be-
havioral therapies for anxiety disorders and
insomnia.30–33 Such efforts could potentially
modify physicians’ prescribing styles and ul-
timately decrease the public health burden
associated with long-term use of sedative-
hypnotic medications.
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